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E 000 Initial Comments E 000

 This facility is in substantial compliance with 

Appendix Z-Emergency Preparedness for All 

Provider and Supplier Types Interpretive 

Guidance 483.73, Requirements for Long Term 

Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by the 

New Jersey Department of Health, Health Facility 

Survey and Field Operations on 09/20/2021 Care 

One at the Highlands was found to be in 

noncompliance with the requirements for 

participation in Medicare/Medicaid at 42 CFR 

483.90(a), Life Safety from Fire, and the 2012 

Edition of the National Fire Protection Association 

(NFPA) 101, Life Safety Code (LSC), Chapter 19 

EXISTING Health Care Occupancies.

Care One at the Highlands is a single story Type 

V  Un-Protected building that was built in 

November 1, 1997.  The facility is divided into 6 

smoke zones.

 

K 521 HVAC

CFR(s): NFPA 101

HVAC

Heating, ventilation, and air conditioning shall 

comply with 9.2 and shall be installed in 

accordance with the manufacturer's 

specifications. 

18.5.2.1, 19.5.2.1, 9.2

This REQUIREMENT  is not met as evidenced 

by:

K 521 9/28/21

SS=D

 Based on observations and interview on  1. No residents were affected by this 
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K 521 Continued From page 1 K 521

9/20/202, it was determined that the facility failed 

to provide ventilation for 1 of 7 resident 

bathrooms inspected, as per NFPA (National Fire 

Protection Association) 90A. This deficient 

practice was evidenced by the following:

During the building tour on 9/20/2021 at 9:33 AM, 

in the presence of the facility's Director of 

Maintenance (DOM), the surveyor inspected 

seven resident bathrooms.  The surveyor 

observed no evidence of an exhaust system 

inside of the Occupational Therapy resident's 

bathroom. The bathroom had no window with an 

area that would open. The bathroom would rely 

on mechanical ventilation.

At this time, the DOM confirmed there was no 

exhaust system in the bathroom.

During the Life Safety Code exit at 1:31 PM, the 

facility's Licensed Nursing Home Administrator 

was notified of this finding.

NFPA 90A.

NJAC 8:39- 31.2 (e).

deficient practice.

2. No residents were identified to be 

affected. A site inspection was completed 

to determine that no further exhaust fans 

require installation.

3. An exhaust fan was installed on 9/28/21 

inside the Occupational Therapy 

bathroom.

4. The Maintenance Director will complete 

monthly inspection on exhaust fans for 3 

months and report monthly to the 

Performance Improvement Committee for 

three months.  The Committee will review 

and revise the plan if needed.

FORM CMS-2567(02-99) Previous Versions Obsolete KFX521Event ID: Facility ID: NJ61202 If continuation sheet Page  2 of 2


